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Los Angeles, California.Introduction
Retained cardiac device leads can cause complications years
after they have been abandoned, underscoring the impor-
tance of complete device extraction in appropriately selected
patients. We report the case of a woman who previously
underwent unsuccessful extraction of a right ventricular lead
and presented years later with a lead perforation into the
peritoneal space.Figure 1 Chest radiograph demonstrates an orphaned right ventricular
lead with separation of the outer and inner conductors at the level of the right
atrium. Inset: The inner conductor (arrows) extends beyond the inferior
cardiac border and terminates beneath the diaphragm.Case report
A 41-year-old woman was evaluated in the emergency
department because of symptoms of chest and epigastric
discomfort. She had her original permanent pacemaker
implantation in another country at the age of 10 years,
reportedly for sick sinus syndrome. Approximately 10
years before presentation she underwent a generator
replacement, attempted lead extraction of a dysfunctional
right ventricular lead, and lead revision at an outside
hospital. The lead extraction was unsuccessful, and the
lead was abandoned. During the 5 years before presenta-
tion, she experienced intermittent symptoms of chest and
epigastric discomfort. Her symptoms were worse with
inspiration and when supine. Because of an exacerbation
of her symptoms, the patient reported to the emergency
department for evaluation.
After clinical evaluation, the patient was sent home
with a diagnosis of presumed pericarditis. A close review
of the chest radiograph at the posthospital follow-up visit
revealed an orphaned right ventricular lead with separa-
tion of the outer and inner conductors at the level of the
right atrium. The inner conductor appeared to perforate
the right ventricle and terminate below the diaphragmKEYWORDS Pacemaker; Lead perforation; Lead extraction
(Heart Rhythm Case Reports 2015;1:180–181)
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(http://creativecommons.org/licenses/by-nc-nd/4.0/).(Figure 1). This ﬁnding was not noted at the time of the
emergency department visit. Computed tomography of
the chest and abdomen conﬁrmed that the inner con-
ductor perforated the right ventricle and diaphragm, with
its distal tip terminating adjacent to the stomach
(Figure 2).
The patient was referred for surgical extraction of the
lead, which required both sternotomy and laparotomy, so
that the perforated lead could be removed from the abdo-
men without introducing abdominal ﬂora into the heart.
After placing the patient on cardiopulmonary bypass, the
inferior portion of the right atrium was opened and the
fractured lead was identiﬁed. The lead conductor was
noted to perforate the free wall of the right ventricle,
narrowly missing the posterior descending artery and
terminated adjacent to the lesser curvature of the stomach.pen access article under the CC BY-NC-ND license
http://dx.doi.org/10.1016/j.hrcr.2015.01.020
KEY TEACHING POINTS
 It is important to carefully review chest
radiographs in patients with implanted cardiac
devices and cardiac symptoms.
 Abandoned cardiac device leads are not without
risk and can lead to complications years later.
 After weighing the risks and beneﬁts, careful
consideration should be given to complete device
extraction, particularly in younger patients.
181Oyama et al A True Case of Wandering PacemakerThe lead was divided, with the inferior portion removed
through laparotomy and the superior portion removed
through atriotomy. The surgery was uncomplicated, andFigure 2 A: Computed tomography of the chest with multiplanar reconstruction
which terminates in the peritoneal cavity. B:Axial images demonstrate the perforati
adjacent to the lesser curvature of the stomach.the patient was discharged home on the ﬁfth postoperative
day. At an ofﬁce visit 3 weeks postoperatively, the patient
was doing well with resolution of her chest and epigastric
discomfort.
This case highlights the importance of a detailed review
of chest radiographs in patients with implanted cardiac
devices and cardiac symptoms. Furthermore, it demon-
strates that retained dysfunctional pacemaker/implantable
cardioverter-deﬁbrillator leads are not without risk, espe-
cially in young patients who will live with these abandoned
leads for years and possibly decades. With the continued
advancements in cardiac device extraction technology,
careful consideration for complete extraction and the
associated risks and beneﬁts needs to be considered in all
patients.demonstrates perforation by the inner conductor of the right ventricular lead,
ng lead’s subdiaphragmatic course (arrows) adjacent to the liver, terminating
